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with liver treatment in pernicious anaemia or the introduc-
tion of insulin or penicillin-the impact is immediate. This is
equally true of surgical techniques such as those which have
revolutionised the treatment of heart disease or of chronic
renal failure. Difficulties arise, however, when no immediate
therapeutic result is apparent. Herrick, when he first de-
scribed the clinical features of sudden obstruction of the
coronary arteries at the annual meeting of the American
Medical Association in 1912, felt elated as he rose to read his
paper for he knew that he had "a substantial contribution to
present." It fell as flat as a pancake, and only when
electrocardiography became commonplace was his work
given the recognition that it so richly deserved. Social mores
may also inhibit recognition. Denslow Lewis's remarkable
paper "The gynaecological consideration of the sexual act"
was presented at the 50th annual meeting of the association in
1899, to be greeted by strong opposition from Howard Kelly
from Baltimore for its "elementary physiologic facts" being
exposed to a public audience. Charles S Chamberlaine, of
Ohio, went further and spoke of his little daughter and how
he would "regret to have her taught such things." Only now,
85 years later, has this paper been published in the August
pages of theJournal ofthe American Medical Association.

Fifty-one Landmark Articles in Medicine is a testimony to
the remarkable achievements of medical science in the
United States during the past century. American success in
this discipline is rightly attributed to the close association of
the medical schools with their parent university, an edu-
cational model derived from German medicine in the nine-
teenth century. Would any comparable series of articles be
retrievable from the pages of a clinical journal in Britain,
where there has rarely been that active invasion of the
teaching hospitals by the universities so strongly urged upon
Lord Haldane's commission by Sir William Osler?2
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Resuscitation in hospital: again
A report describing the poor performance of resuscitation by
doctors at a leading teaching hospital may have shocked
the public, but it came as little surprise to the medical
profession.' Both in Britain2 and in the United States3 many
medical staff are unable to carry out basic life support, cannot
intubate and ventilate patients, and are incompetent at
handling equipment such as defibrillators. Two questions
need to be asked. Why do doctors continue to be lukewarm
about resuscitation in hospital, despite the enormous success
of campaigns to train members of the public?4 And-given
the value of the treatment-what can be done to improve
doctors' performance?

Current attitudes were reflected at a recent conference on
resuscitation at the Royal Free Hospital, London, organised
by Tom Evans, one of its cardiologists, and Vera Dallos,

an accident and emergency consultant at Whipps Cross
Hospital. The interest was so great that the numbers had
to be limited to 350, most of whom were nurses and
paramedics. The small number ofdoctors was striking, and a
workshop on the second day devoted to practical training
attracted fewer than 40. Andrew Marsden, an accident and
emergency consultant at Pinderfields Hospital, Wakefield,
and present chairman of the Resuscitation Council (UK)
(c/o Department of Anaesthetics, Hammersmith Hospital,
London W12 OHS), reported that he had had to cancel a
meeting for doctors this autumn because there had been only
one application.
Some doctors may argue that they do not need formal

teaching-they will be able to cope when the time
comes. A more important reason for the lack of interest,
however, may be lack ofleadership from above. Many senior
consultants were trained before resuscitation in hospital
became routine; a survey of their skills would almost
certainly find similar inadequacies to those of their juniors.
This attitude should change as the older consultants
are replaced provided that their successors are properly
trained.

Emotional issues and lack of consensus about who to
resuscitate add to the uncertainties. Death in hospital is still
regarded as "cardiac arrest" and the meeting was told that
some consultants still insist that all patients should be
resuscitated. Doctors, said Peter Baskett, an anaesthetist
from Bristol, refuse to acknowledge end stage disease in
otherwise healthy elderly people. All speakers endorsed the
view that careful decisions not to resuscitate, taken in
advance and after full consultation, were increasingly accept-
able to the public and to the caring professions. And the
patient should be brought into this decision if he or she
wishes.
The resuscitation Council (UK) is measuring the outcome

of hospital resuscitation. It would be valuable if its members
could probe the attitudes of junior medical staff towards the
procedure. When visiting hospitals to inspect training posts I
make a point of asking junior staff about this aspect of their
work. Most express the expected anxiety, but many also find
it unpleasant, messy, and undignified; they are frequently
frustrated by equipment that does not work properly, and
they question whether the results justify the effort expended.
How, then, can training-and hence morale-be im-

proved? If you want to be proficient, said Marsden, start
young-children love it. Public campaigns are successful
because of catchy advertising, videos (one of which has a
voice over by Orson Welles), and certificates of competence.
In a sense it is almost too late to start when an individual
becomes a medical student, but Evans has successfully
established compulsory first aid sessions in the first year with
an examination, followed by updates during the introductory
clinical course, the attachment to anaesthetics, and in the
final year. Eight of the London medical schools have
developed such formal courses.
The message needs to be reinforced continually, and when

the doctor reaches the district hospital he or she should
expect an induction day for newly arrived staff on resuscita-
tion procedures and a room where practical experience can be
obtained by using simulators (Laerdal Medical Training
Aids and Equipment, Orpington, Kent BR6 OEG).5 Doctors
should not be put off by the complexities that experts argue
about; the principles of cardiopulmonary resuscitation are
simple and may be embodied, for example, in flow charts
obtainable from the Resuscitation Council (UK). David
Zideman, an anaesthetist from Hammersmith Hospital,
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reminded the meeting that it is the simple things that are
forgotten in the heat of the moment.
Someone needs to be responsible for a hospital's resusci-

tation programme. Following the example of Douglas
Chamberlain at Brighton both Evans and Dallos have
recently appointed resuscitation training officers (who
happen to be nurses), whose cooperation was welcomed by
most staff-though predictably some doctors were less
enthusiastic. So far under half the junior staff have taken up
offers of training. Outside bodies could also help to raise
standards.6 The General Medical Council might lay down
that students had to help at a number ofresuscitations (real or
mock), as they do at deliveries, before they could be signed
up. Questions could be asked more frequently in qualifying
and specialist examinations. Inspecting teams representing
medical schools and the colleges should see that there is
adequate provision ofequipment and should question junior
medical staff about their experience. Above all the medical
profession needs to decide where it stands on the practice of
hospital resuscitation; if its commitment is not total then it
would be safer to leave the responsibility in the capable hands
of nurses or paramedical staff.
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Imaging of abdominal
abscesses
The newer imaging modalities such as computed tomo-
graphy, ultrasound, and radionuclide imaging are now
extensively used in the detection ofabdominal abscesses, but
no consensus has emerged on either the investigation of
choice or the logical sequence for the use of these techniques.
The place of nuclear magnetic resonance has not been
evaluated. Standard radiological procedures play a relatively
minor part except in abscesses and fistulas secondary to
inflammatory bowel disease.

Localising signs may be absent in as many as two thirds of
patients with abscesses,"2 but when they are present an
ultrasound or computed tomography scan is indicated. The
sensitivity and specificity of ultrasound and computed tomo-
graphy are comparable in the hands of competent operators.
In a series reported as far back as 1978 by Taylor et al
ultrasound detected 38 out of 42 abdominal abscesses and
correctly excluded an abscess in 143 out of 145 patients,
giving a sensitivity of 90% and a specificity of 98%.3 By
contrast, in one more recent series the sensitivity and
specificity were reported as 60% and 83% respectively.4 Such
differences show the importance of proper equipment and

skill and experience in the operators. The 2 5 MHz probe
used in the second study would have considerably affected
the resolution and image quality.

Abscesses are usually recognisable on ultrasound examina-
tion as areas of reduced echogenicity, the appearance de-
pending on the precise nature of the contents. Non-infected
masses or collections of fluid due to haematomas, lympho-
celes, carcinomas, and haemorrhagic cysts may mimic ab-
scesses. In practice, however, these may often be dis-
tinguished on the basis of their ultrasound appearances-but
the clinical context is by far the most helpful aid. Any
collection of fluid is readily identifiable by ultrasound, and if
the nature ofthe lesion is in doubt a fine needle aspiration will
usually provide the answer; this may readily be performed at
the time of the examination. Ultrasound is well suited for
identifying lesions in the perihepatic and subphrenic regions
and in the pelvis, and these are also common sites for
infection.
With real time ultrasound an infinite number of scan

planes are possible, and adequate views can usually be
obtained even in a patient recovering from surgery with
drainage tubes and bandages. Portable machines are readily
available-a major advantage for ultrasound. Its disadvan-
tages, however, include the need for skilled operators and its
inability to penetrate gas, which may result in a large lesion
being obscured.
The sensitivity and specificity claimed for computed

tomography are usually higher than for ultrasound, true
positive findings being between 90% and 98% with similar
figures for the negative rate.4 Abscesses are seen as regions
with low level attenuation values, with coefficients or density
values between those ofwater and solid organs. Intracavitary
gas is a very useful finding which may be present in 30-50% of
cases. As with ultrasound, however, the appearances are not
always specific. For small lesions the "partial volume effect"
may cause confusion between solid lesions and cystic collec-
tions.
Computed tomography seems better suited than ultra-

sound for abscesses in certain sites such as the retroperito-
neum, particularly in the pancreas and the root of the
mesentery. Psoas lesions may also be picked up early. In
comparison with ultrasound, however, computed tomo-
graphy is expensive and not always readily available, even in
some teaching hospitals. Infected lesions with enteric com-
munications pose special problems for both ultrasound and
computed tomography. The lesions may be small but serious
enough to cause symptoms and persistent fever. Radio-
nuclide imaging is often helpful in these cases. This type of
imaging has also been advocated in patients without localis-
ing signs on the grounds that it avoids a prolonged search
with computed tomography or ultrasound.

Imaging with gallium-67 citrate and, more recently, with
indium-Ill labelled leucocytes has been the most useful
technique for detecting inflammation or abscesses in the
abdomen.5 Scanning with "'In labelled leucocytes is to be
preferred for abdominal problems, since the isotope is not
excreted through the normal gastrointestinal tract and images
at four hours have a high diagnostic accuracy. Saverymuttu
et al reported that leucocyte scintigraphy had a sensitivity of
95% and a specificity of 99% for the detection of abscesses.6
Hepatic and splenic abscesses pose some difficulties for
diagnosis using these radionuclides, because of the normal
increased pattern of accumulation of the isotopes in these
organs. Abscesses in these sites are better and more easily
evaluated using computed tomography or ultrasound. Apart
from the limitations imposed by the dose of radiation
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